WHERE HAS THE PATIENT GONE?
Over the last several years, there has been considerable and active discussion about the altering role of the physician in general, and the psychiatrist in particular. Psychiatry, and especially child psychiatry, characteristically works within the framework of a number of mental health disciplines, and throughout the last decade a number of promises were made which seemed to suggest that these disciplines should enter into broad social and political arenas.
Coincident with this broadening in scope and general over-promising, there was a process of role diffusion particularly relating to the development of clinical teams, where it was felt that almost any qualified professional -such as a psychiatrist, social worker or psychologist -could serve interchangeable roles in treating complex problems. This blurring of roles was further broadened by the concept of paraprofessionals, fanned by the trend towards anti-intellectualism occurring in the late sixties. It was widely held that psychotherapy could be practised by those who had brief and varied training courses, and this profusion of psychotherapies -all with their various cults and adherents-was often paralleled by the rapidity with which many psychiatrists attached themselves to particular and often ephemeral bandwagons. In place of the psychoanalytic and the psychobiologic schools of psychiatry as massive structures in adversary positions or in uneasy partnerships, there emerged an immense and multi-faceted interest not only with clinical aspects of psychiatric problems, but also in many techniques of "mind altering" procedures, as with illicit drugs, Can. Psychlatr. Assoc. J. Vol. 23 (1978) alpha-feedback mechanisms, and Gestalt techniques for business executives.
Many professionals, including psychiatrists, questioned and sometimes denigrated the medical model, although as Osmond (2) pointed out the reasons for doing this were unclear. Some rearguard actions were fought, as in the interesting controversy within the Canadian Psychiatric Association for some years on psychotherapy (considered as, or as not a medical act). But in general towards the end of the sixties an eclectic and egalitarian attitude pervaded much of the mental health field.
It is therefore scarcely surprising that in the more conservative seventies a conflict between these widening and diffusing tendencies, and other restricting and restructuring forces, became inevitable. One of the first signs of this restructuring was the rediscovery of the' 'patient" and the concept of "illness". These terms were by now quite uncommon in many mental health settings, and sometimes existed in such vestigial forms as the "identified patient" -presumably inferring that the real patient or patients were somewhere else, or that no patients existed. And as a corollary of the immense growth which had occurred in mental health disciplines other than psychiatry during this period, there were now many articulate, well informed and highly intelligent professional colleagues who were not anxious to see the psychiatrist reassume his original dominance.
Psychology in particular has been very active in invading the territories once seemingly held without question by the psychiatrist. A recent series of articles in the A.P.A. Psychiatric News (3-6) has com-mented on the psychologists' wishes in the United States to practise in hospitals in parity with psychiatrists, and on the difficulties involved in the interface between the psychiatrist and the psychologist. There are uncertainties about the duties, responsibilities and scope of psychologists operating in a hospital setting, but there seems to be no doubt that psychologists will not easily assume their previous roles. For example, the American Psychological Association has recently disapproved of a statement in the forthcoming Diagnostic and Statistical Manual of Mental Disorders III that mental disorders are a "subset of medical disorders". More recently, the Ontario Psychological Association has proposed a Psychologists Act to the Ontario Government; this would allow psychologists legal status closely resembling that of psychiatrist-physicians. There has been sharp public criticism of this move, and the Globe and Mail (1) has suggested that this proposal is "a piece of arrogance bordering upon hubris".
Social workers have been perhaps less vocal in their wishes, but within the framework of some recent legislation, the ethos and labelling processes of social work have been widely employed. For example, with the recent move of all Children's Services -including most child psychiatric services -in Ontario under the Children's Division of the Ministry of Community and Social Services, the concept of emotionally disturbed children and adolescents as patients is in considerable doubt. A recent Consultation Paper on Short Term Legislative Amendments put out by the Ministry nowhere mentions the term "patients," nor does it define anything at all explicit with regard to psychiatrists, as compared to psychologists or other professionals. There seems to be an implicit assumption that the disciplines are interchangeable.
From another aspect, recent Federal groups dealing with staffing standards for psychiatric services for adults and children in hospitals in Canada have come under criticism for the use of the term "mental health services" rather than "psychiatric services". Again, the Canadian Psychiatric Association recently set up a special group to protest the Established Programs Financing -Social Service Act legislation then being considered by the Federal Government; there was clear evidence that psychiatric services would be seriously financially disadvantaged at the expense of other non-psychiatric "mental health services." Interestingly, the intial response on the part of the Canadian Medical Association and the Royal College to this proposed legislation was fairly bland, although the final support given by both organizations was considerable. It may be that more traditional groups in physical medicine cannot necessarily be relied on to respond rapidly to threats to the psychiatric profession.
The response of governments to this role diffusion is variable, but it seems clear that non-psychiatric mental health professionals have been extremely active in government over the last few years, and that psychiatry as a whole has been insufficiently aware of the necessity for a strong presence at various levels of government. As Senator Javits pointed out at a recent meeting of the American Association of Psychiatric Services for Children in 1977, (7) inability of mental health professionals to agree on a common concept of mental health, and to designate the roles and responsibilities of each discipline may hinder their coverage in proposed (U.S.) health insurance bills. There is a danger that all mental health services will be defined as co-equal, and therefore preference should be given to those who can provide the cheapest services, or who have the strongest lobbying groups.
As usually happens, it seems unlikely that all will be solved by a return to earlier and simpler times. The increasingly informed and articulate non-psychiatric mental health professionals will not meekly return to their previous place, nor can the position of psychiatrists be redefined by some type of massive "fiat" which declares that psychiatrists are doctors and therefore better, or by some mystic medical symbolism, such as making sure that all psychiatrists carry stethoscopes.
However, it seems likely that psychiatry should reformulate its basic identity as a medical discipline, dealing with those patients who have "dis-eases" relating to their various thoughts and feelings. It is necessary for the psychiatrist to have a broad training in physical medicine, not only for purposes of diagnostic exclusion, but to train him in a holistic approach towards all aspects of a patient's physical, emotional and societal functions, so that he can be generally helpful to a wide variety of patients. Practising as a physician, he has by law the responsibility to assume prime leadership within hospitals and general health structures, for the well being and care of psychiatric patients.
This does not mean that the psychiatrist has to achieve or pretend immense expertise in all fields. There is no reason why other well-trained mental health professionals cannot run particular programs, or be responsible for particular aspects of patient progress. This is fully allowed for in the primary therapist concept of the Problem Oriented System, but it is necessary to show that there is an assigned physician who is responsible for each patient, and that the delegated clinical tasks are not beyond the competence of the primary or secondary therapists. This opinion was received some years ago, on direct request from the Canadian Medical Protective Association.
It is also necessary that psychiatrists clearly outline areas where they would not expect special status. As consultants to such settings as schools, psychological institutes or children's treatment centres run by social workers, the psychiatrist-physician should only assume an ordinary consultant role, which may include that of identified physician for a child or adult who is in particular need of his psychiatric services.
One would hope that some useful outcomes could arise from the current creative, tension. Psychiatrists will presumably become more defined in their own identity, but they must also prove by careful clinical work and by adequate research that they are worthy of the very significant powers vested in them. They are, and should be jealous of their clinical rights.
If this is done, and providing that the rights of people to be patients are preserved, there is a great deal of legitimate room for people to be clients, subjects, students, and parts of families or other groups in a flexible way which will serve their needs, and where they can interact with other skilled professionals. But the long-held helping and evaluating, caring but dispassionate relationship between a doctor and a patient is a very special relationship indeed, whose existence must be zealously safeguarded.
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